INTRODUCTION
A scimitar syndrome (SS) is a rare congenital anomaly with effects most often noted on the right side of the body. This syndrome is characterized by a partial or complete anomalous pulmonary venous return to the inferior vena cava (IVC), which used to be referred to as the "Scimitar vein" (1). SS has been associated with a variety of potential anomalies including hypoplasia of the pulmonary artery, systemic arterial blood supply to the affected lobe from the descending aorta, dextrocardia, pulmonary sequestration, and persistent left superior vena cava (2) .
In addition to these anomalies, SS can be accompanied by a tracheoesophageal fistula (TEF), however, this is extremely rare.
The chest computed tomography (CT) scan is considered to be one of the most accurate, noninvasive diagnostic methods for SS and its various associated anomalies. However, conventional CT scans, especially in infants, are limited by the patient's respiration and cardiac motion. Here, we present a case of a newborn infant with SS and associated H-type TEF diagnosed by using electrocardiography (ECG)-gated chest CT with detailed image descriptions.
CASE REPORT
A 3300 g male infant was born at 40 weeks of gestation via normal vaginal delivery as the first baby of a 32-year-old mother. No specific fetal anomalies were identified on the prenatal screening tests, including a fetal ultrasound. The newborn had a mild tachypnea and chest wall retraction while breathing, but his general appearance was good and he displayed a normal level of activity. His Apgar scores were 7 at 1 minute and 8 at 5 minutes. With the exception of mild distention of the abdomen, Scimitar syndrome is a rare, combined abnormality of bronchopulmonary development and pulmonary vascular development characterized by an anomalous pulmonary venous return to the inferior vena cava. Although the scimitar syndrome has been associated with many anomalies, a tracheoesophageal fistula (TEF), especially from H-type, is extremely rare and only a few cases have been reported without detailed descriptions. Herein we report a rare case of scimitar syndrome with H-type TEF and multiple anomalies in a newborn infant, with a special emphasis on the imaging features associated with the radiologic diagnosis using an electrocardiography-gated computed tomography. ply was seen on the hypoplastic right lung from the abdominal aorta. An anomalous venous drainage into the IVC was detected below the level of the right hemidiaphragm and showed the appearance of a Turkish "Scimitar" sword. Radiologically, these characteristic CT findings were sufficient to confirm the diagnosis of SS (Fig. 1B-E) . Other associated abnormal CT findings were also observed by echocardiography and chest radiograph, such as focal aortic stenosis at the aortic isthmus suggesting coarctation of aorta, non-fused T10 vertebra (hemivertebra) and fused left 9th to 10th ribs at the vertebral attachment site.
Index terms
This infant was also clinically suspected of airway aspiration.
Therefore, we carefully evaluated his CT images focused on the airways and esophagus. On the axial and 3D volume rendered CT images, a focal nodular out-pouching of the posterior tracheal wall was noted at 1 cm above the level of the carina ( 
DISCUSSION
The SS is a rare and complex partial abnormality of the pulmonary venous return due to a connection failure between the right pulmonary veins and the left atrium during the fetal development. The estimated incidence of SS is 1-3 per 100000 live births; however, this incidence may be underestimated because many patients are asymptomatic. This syndrome almost always manifests exclusively as a right-sided anomaly. A right pulmonary hypoplasia subsequently results in a rightward deviation of the heart with elevation of the right hemidiaphragm, hypoplastic right pulmonary artery and vascular supply of the right lower lobe from the abdominal aorta or its main branches. Many variants have been reported and the incidence of associated congenital cardiovascular abnormalities include atrial septum defects, ventricular septum defects, coarctation of the aorta, abnormalities of the aortic arch and abnormal relationships of the pulmonary artery and bronchi seen in 36% of children and 75% of neonates (3). Other commonly associated anomalies are vertebral anomalies (e.g., no external anomalies were detected during a physical examination. The initial chest radiograph showed a nearly complete opacification of the right hemithorax with shifting of the mediastinum to the right side (Fig. 1A) . The chest radiograph also revealed a segmented T10 vertebral body, a left 9-10th rib fusion and a diffuse air-filled intestine. The nasogastric tube was successfully inserted without knotting and the initial vital signs showed a mild oxygen desaturation (pulse-oximetry, SaO2 92%). The diagnosis of SS is based on its clinical presentation and various imaging studies including transthoracic or transesophageal echocardiography, angiography, CT, and magnetic resonance angiography. An echocardiography can be used as a first step imaging study in symptomatic patients with abnormal car-
